There is one fundamental difference between a left iliac colostomy and an ileostomy: in health solid faeces escape from the former, while only a fluid or, at best, semi-solid motions flow from an ileal stoma. Furthermore, evacuation from an established colostomy is usually under the control of a gastro-colic reflex and occurs only once or twice in a day, whereas it is rare to find an ileostomy entirely subject to this reflex and when it is so evacuation takes place after every meal. More commonly ileal movements continue throughout the day and night at indefinite intervals. There are other differences; the contents of the colon can be detected by their odour but ileal contents do not have this disadvantage except when some element of obstruction arises as a complication. To the patient the control and collection of excreta. is of paramount importance. The man with a colostomy may take a fully active part in society with nothing more than a light dressing, provided he can maintain a solid stool and regulate his life so that his bowel actions occur at expected times; but the patient with an ileostomy has no such easy control and for him an apparatus for the collection of faeces is necessary and its adaptation to the ileostomy must remain watertight. To the surgeon, therefore, the actual technical construction of the colostomy is relatively unimportant; provided there is an unimpeded vent all will be well. But There should be no hesitation about opening a colostomy at the time of operation. This is obligatory in the presence of obstructions; it is safer to do so when there is no pre-operative obstruction since paralytic ileus is occasionally induced by the gas distension which occurs during the 48 to 76 hours that the colostomy remains closed. (Gabriel and Lloyd-Davies, I935).
Infection of a colostomy wound open from the time of operation is a rarity, more probably due to contamination during the operation than subsequent soiling with faeces; in the simple unobstructed case a faecal motion seldom passes before the third day, though wind escapes earlier thus bringing relief to the patient. By the time a motion occurs the wound has become sealed off by natural processes which are probably effective within twelve hours of operation. There is no need for concern should constipation persist to six or seven days, provided gas is escaping, but to encourage evacuation six to ten ounces of oil may be introduced through a soft rubber catheter.
For a loop colostomy a rod is inserted to support the spur and is maintained for at least two weeks; after that time it can be replaced by a rubber tube according to the method described by Gabriel (I948) if it is necessary to ensure a good persistent spur. If however the colostomy is to be temporary the rod is removed on the fifth to seventh postoperative day. The time has gone when it was necessary to crush the spur before closing a colostomy; this was done as a preliminary to 'extra-peritoneal' closure and an enterotome was employed. This instrument had its dangers; there was almost invariably a pyrexial response due to peri-colitis with, sometimes, actual abscess formation; the colon has been perforated and even the ureter has been crushed in the clamp; the resultant scarring in the bowel wall has led to stricture and obstruction later. Using preoperative phthalyl-or succinyl-sulphathiazole, or streptomycin by mouth, a formal closure can be achieved with perfect safety from within the abdomen and the abdominal wall be repaired; no antibiotic need be given post-operatively unless there has been much soiling.
It used to be considered necessary for colostomy patients to wash out the colon daily and this view is still held by some (Benjamin I954 (Fig. I ).
Aetiology (a) Anatomical Causes
There are four groups of anatomical peculiarities which predispose to flat foot. The inheritance of many of these peculiarities explains the frequent familial incidence of the disorder.
I. The lower limb may be wrongly 'set' on the trunk. The entire limb may be externally rotated or the leg only may be rotated from the knee downwards In either case, the patient stands like Charlie Chaplin and the line of body weight falls too far medially (Fig. 2) 
